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Tables Introduction
By identifying the primary and secondary drivers within the Iowa healthcare system and leveraging changes to these drivers, the State Innovation Model (SIM) is designed to bend the cost curve and improve quality for Iowans throughout the state. The University of Iowa Public Policy Center (UI PPC) is conducting an evaluation of Iowa's SIM for the Iowa Medicaid Enterprise (IME) using two approaches. The first approach is an extensive process evaluation describing and assessing the activities and mechanisms for putting SIM activities and changes in place. The first report for this component of the evaluation is found at http://ppc.uiowa.edu/publications/state-innovation-modelsim-baseline-process-implementation-report .
The second approach includes the calculation of state-wide measures of access to care and cost of care related to the SIM Core Goals. These core goals are found in the Award Year 3 Operational Plan -https://dhs.iowa.gov/sites/default/files/SIM_AY3FinalOPSPlan.pdf.
Background
The State Innovation Model grant has three primary aims. This report provides data from CY 2015 and CY 2016, sometimes referred to as the measurement years. Due to the extensive implementation required for the SIM, both years are considered as baseline data, as the results of full implementation are not expected to be evident until CY 2017 at the earliest.
Measures removed from evaluation
As the SIM became more focused on people with diabetes, some goals were removed from the operational plan necessitating the removal of hypotheses from the evaluation. Hypotheses that have been removed are listed below and highlighted in gray in Table 1 .
• The rate of elective C-sections and early elective deliveries will be reduced.
• Rates of low birth weight newborns will decrease over the 3 years of the SIM. The proportion of Medicaid primary care providers in value-based purchasing contracts will increase to 70% by the third year.
Proportion of Medicaid Primary care providers in VBP contracts
Medicaid provider dataset 12/31/2018
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Utilization and cost
We have calculated three outcome measures relating to access and cost for the general population: ED Visits, Plan All-Cause Readmissions, and Total Cost of Care. The baseline measures were calculated using only Medicaid administrative data. Wellmark and Medicare data will be incorporated into the next report. All Medicaid members who were not additionally covered by Medicare were included in the measures.
We are currently developing an algorithm to combine the Wellmark, Medicare and Medicaid data to provide a statewide rate without combining the datasets. Through the application of weights to the outcomes, we hope to be able to simulate the statewide rates for ED visits, readmissions and Total Cost of Care for the CY 2017 report next October.
ED visits
ED visit rates for the Iowa Medicaid population were calculated according to HEDIS 2016 specifications for Emergency Department Utilization. Rates are reported as unadjusted visits per 1,000 months of eligibility (Table 2, Figure 1) . These rates include Medicaid members who were eligible for at least 1 month during CY 2015 or CY 2016. The ED visit rates include all ED visits that did not result in an inpatient admission and were not related to behavioral health care. Overall there were 61.96 ED visits per 1,000 months of eligibility in both years. Infants under age one and adults ages 20-44 were the most likely to have an ED visit. Infants and children under 9 years of age had fewer ED visits per 1,000 months of eligibility in CY 2016 than CY 2015, while the rate of ED visits per 1,000 months of eligibility remained nearly unchanged in children and youth 10-19 years of age across both years. The only age group that showed an increase in the ED rate was adults 45-64 years of age.
Plan all-cause readmissions
Plan all-cause readmissions reflect hospital admissions that occur within the first 30 days following an index hospital discharge (NQF measure #1768). Index hospital discharges include discharges that occurred during the measurement year between January 1 and December 2 for Medicaid members eligible for at least 1 month after the index discharge. Readmissions are discharges that occur within 30 days after the index discharge and during the period January 2 to December 31. These discharges do not include pregnancy-or perinatal condition-related discharges for discharges with planned readmissions such as chemotherapy or transfusions.
The plan all-cause readmission rates are not risk adjusted as the HEDIS measure only includes risk adjustments for Medicare or commercially insured populations. Table 2 shows the unadjusted plan all-cause readmissions in CY 2015 and CY 2016 for the Iowa Medicaid population. The rate of observed readmissions was lower in CY 2016 for all three age groups. There was a total of 15,803 inpatient stays in CY 2015 and 16,275 inpatient stays in CY 2016. For over 1,700 of these visits (1,710) there was a readmission to the hospital within 30 days (10.8%). The readmission rates were lower for all age groups in CY 2016, with a total of 1,491 readmissions for a rate of 9%. In both years, adults ages 45-54 were most likely to have a readmission, while those 18-44 years of age were least likely to have a readmission.
Total cost of care
Total cost of care was calculated using the Health Partners analytic package with the Johns Hopkins ACG system (Adjusted Clinical Groups) to risk adjustment cost results for Medicaid members who were eligible for at least 9 months during CY 2015 or CY 2016 (see https://www.healthpartners.com/ ucm/groups/public/@hp/@public/documents/documents/dev_057642.pdf ). Page 9
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The average risk-adjusted per member/per month cost for Medicaid members in CY 2016 was $412.09, this represents a 13.7% increase in costs over CY 2015. The largest portion of this cost ($275) was attributable to medical care (e.g., outpatient, professional and ancillary services).
As part of the SIM activities, the IDPH awarded funds to counties and county groups to organize area stakeholders and providers to enhance the referral and care coordination systems in an effort to provide not just health care service, but additional service related to social determinants of health such as housing and employment. These counties are referred to as C3 counties. C3 counties showed a slightly higher increase in costs than comparison counties, 14.9% as compared to 13.9%. The Total PMPM cost for C3 counties was higher than the total for all counties in Iowa (Table 4 ) for both CY 2015 and CY 2016, while comparison counties had lower Total PMPM costs than all counties in Iowa for both years. 
Diabetes
Statewide diabetes rates
The most recent SIM operational plan focuses on improving the quality of care and outcomes for people with diabetes. One of the outcomes related to these efforts states ' The statewide diabetes rate will be reduced by 0.2% over the three years of the SIM.' The Centers for Disease Control (CDC) administers the Behavioral Risk Factor Surveillance System (BRFSS) questionnaire annually in all 50 states. The crude prevalence diabetes rates are available online through the CDC site and through annual reports compiled by the Iowa Department of Public Health and posted to the IDPH website at http://idph.iowa.gov/brfss . Figure 2 provides the crude diabetes prevalence rates by year and age group. These rates reflect the percent of respondents that indicated their doctor had told them they have diabetes at some time. The rates vary over time somewhat, but hover around 3-5% for those 35-44 years of age, 8-10% for those 45-54 years of age, 13-15% for those 55-64 years of age and 18-21% for those 65 and over. It will be difficult to detect a 0.2% change in the diabetes rates over time as the year to year fluctuations range from reductions of 2.4% to increases of 2.2%. We may rely on the combination of Wellmark, Medicaid and Medicare data to provide more sensitive, claims-based rates for this measure. However, even this approach may not yield results sensitive to a 0.2% shift. Table 6 and Figure 3 . Though these rates are generally lower in CY 2016 than they were in CY 2015, the C3 counties show the least reduction in rates across the two years for all three measures. As a baseline measure, this may indicate that the C3 counties already have improved rates of monitoring when compared to the comparison counties and the rest of the state. 
Admissions related to Diabetes
The rate of admission for diabetes-related problems is expected to decrease over the SIM as monitoring results in early detection of problems leading to fewer admissible events. There are two measures listed in the SIM: admission rate for short-term complications of diabetes and admission rate for long-term complications of diabetes. For the purposes of this report we have also added the rate of admission for uncontrolled diabetes and the admission rate for lower-extremity amputation among patients with diabetes. These rates are calculated using the Agency for Health Research and Quality (AHRQ) outcome calculator utilizing the Prevention Quality Indicators (PQI) related to diabetes for Medicaid members eligible for at least 9 months in CY 2015 or CY 2016. Table 7 shows that the rates for three of the four admission types fell from CY 2015 to CY 2016. Only admissions for uncontrolled diabetes increased from one year to the next, and this increase was nearly twofold from 28.28 admissions per 100,000 members to 54.01 admissions per 100,000 members. Obesity SIM activities are designed to support providers and patients as they lower individual BMI. These efforts are expected to have the following result: People with obesity will have decreased BMI over the 3 years of the SIM. Though we need to have the state-specific BRFSS data to report this measure, the statewide obesity rates are available through the CDC and IDPH annual reports ( Figure 4) . The rate of obesity has risen from 29.2% to 31.6%, a 12% increase. Unlike the crude prevalence rates for diabetes, this rate does not vary from year to year -increasing one year and then decreasing the next. This rate rises steadily over time to nearly 32% in CY 2016 with a mirrored decrease in the rate of people with normal weight over that time. 
Tobacco use
Reducing tobacco use is an outcome within the SIM. Figure 5 provides the tobacco use rate by age group and year as provided by the BRFSS. Tobacco use has consistently been decreasing for all age groups except those 55-64 years of age and those 65 years of age and over. The SIM goal is to reduce tobacco use by 1% over the 3 years of the SIM; this may be difficult to measures since the rates are already going down an average of 1% per year from CY 2011 to CY 2016 for the four lower age groups. 
Data acquisition
Completion of many of the outcome measures for the SIM evaluation require an extensive set of databases and data collection tools. Table 8 lists the databases and data collection tools that are needed to complete the evaluation plan as originally outlined and the progress that has been made to acquire and assimilate these data.
